No. of children in British army families in two overseas areas (1967) Age ( practicable to organize creches for infants with Down's syndrome &c. The fact that the children, the doctors and possibly the voluntary workers all move every two to three years, and require a few months to settle down and a few weeks to pack up, makes the organization of such play centres an even more difficult task than it is in England.
Garrison kindergartens or play groups are sometimes able to accept mentally handicapped toddlers, and to allow these and emotionally immature children to remain on after the age of 5 years. The advantages to them of mixing with normal children are now widely recognized. Colonel Archer's paper shows numbers of handicapped children overseas whose names have reached a register which is based on special educational needs. That this represents the 'tip of the iceberg' in relation to the total of handicapped children in overseas garrisons is illustrated by the fact that only two children under 2 years of age were on the register in 1967 and that, despite names removed, the annual increment is about 100. One source of delay in registering a higher proportion of the less severely affected children is concern that the fact of registering might discourage some parents, who are learning to treat the handicapped toddler as a normal individual. There can thus be no meaningful statistics of the numbers of children with some degree of handicap. The total size of the scattered community of children in two overseas areas may hint at the problem (Table 4) .
One facility for the severely handicapped is readily used. Military hospitals overseas have to be ready for any emergency, and therefore commonly have one or two empty cots at any time. These are utilized to enable the parents of such children to have a rest or a holiday. The cheerful atmosphere of a ward full of mentally normal children under the care of one of the 23 children'strained sisters now serving with Queen Alexandra's Royal Army Nursing Corps often has a dramatic effect in bringing out the personality of a severely handicapped child, so that there is an illusion that the IQ has jumped up in the course of a week or two.
In the outlying garrisons, the moral support and advice that the pediatrician endeavours to give in outpatient departments may seem distant and infrequent to the parents carrying their constant burden. This supportive role must fall in large measure to the army's general practitioner. An encouraging sign of our increased awareness of the breadth of peediatric responsibility is that a number of general practitioner officers in the regular RAMC have been given facilities to qualify for the Diploma in Child Health, and three have passed the examination this year. If, despite man-power difficulties, it were possible to maintain this momentum, one could foresee a time when all overseas group practices would have a doctor with post-graduate training in paediatrics. They would serve as a focus for voluntary lay activities on behalf of the small handful of variously handicapped children in their garrison.
In conclusion, the aim must be to improve facilities overseas for the handicapped child not in immediate need of the care of highly specialized centres. The fact that a career for the father and housing for the family are available to the soldier with a handicapped child indicates that in many instances a rigid policy of debarring such children from overseas garrisons would not be in the interests of the child, the family, the soldier or the service. There is no complacency in army paediatric circles about what has so far been achieved in the service of the handicapped, in relation to all that remains to be done. An Army Child Psychiatric Clinic An analysis of 130 consecutive unselected referrals to the child guidance clinic, Munster, BAOR, forms thebasis of this paper. The Munster clinic was the first to be opened, in 1965, as part of the development of a children's service with two separate components, a school psychological service and a child psychiatric clinic. The catchment area of the Munster clinic reflects the dispersion of our garrisons in Germany with the furthest point lying almost a hundred miles away. It serves a child population of approximately 18,000, with more than two-thirds of the children under the age of 11. In 1967, 120 cases were referred, suggesting an annual referral rate approaching 0-7% of all children under 18, or approximately 1X5% of school children in the area. These numbers provided the first major problem-how to provide treatment from the resources available.
The Munster clinic does not resemble exactly any establishment in the civilian community, having features both of local authority clinics and of the hospital child psychiatric departments at present increasing in Great Britain. It is situated in the military hospitala general hospital with a substantial adult psychiatric departmentand the hospital provides the child psychiatrist who directs the clinic. In addition, however, it is linked to the schools in the area by the presence on the staff of one of the school's psychologists who works for two days on clinic cases and spends the rest of his time in the school psychological service. The psychiatric social worker of the clinic provides even more connexions with the community by liaison with health visitors, general practitioners and other social workers. By these means a strong association is formed, with school and neighbourhood on the one hand and the resources of a hospital on the other.
The use made of the clinic by the people it serves is indicated clearly by Table 1 . The greatest user is the general practitioner, closely followed by the school. Referrals from the schools are made via the educational psychologist or the school medical officer. Interchange with the pxdiatric department has increased steadily, and now the clinic has a role similar to a psychiatric department of a children's hospital, in addition to its other functions. In a military community a clinic of this type has to fulfil many roles and I believe that it functions best as hospital-based but community-orientated.
The absence of various social agencies means that the clinic may be asked to fulfil some of the functions of a local authority children's department or a probation service. It has made a particular contribution by acting as a link between hospital and community social agencies.
The referrals consisted mostly of neurotic and behaviour disorders (Table 1 ). Of the 100 History of psychiatric 30 consultation children in this category only 8 required placement as 'maladjusted pupils'. The 100 children resembled in many ways their counterparts attending clinics in England. There were 64 boys to 36 girls, with a mean IQ of 98 8. Nineteen were aged 5 years or less; 56 were 6-11 years old; 25 were over 12 years.
I have used here (Table 2 ) one of the simplest classifications of children's psychiatric disorders. The children are subdivided on the basis of their symptoms into those with predominantly neurotic symptoms (such as mood disorder, anxiety, sleep disorder, phobias); those with conduct disturbance (such as defiance, stealing, temper, lying, destructiveness); and the largest group, those with both neurotic and conduct symptoms, referred to here as 'mixed'.
I have gained the impression that, compared with the numbers in these categories attending clinics in England, the army has more neurotic disorder and less antisocial behaviour disorder. Interestingly this difference between army children and their civil counterparts was found in an American study which compared children attending an army clinic in Wiesbaden, Germany with those attending clinics in California and elsewhere in the United States (Kenny 1967) . Why should this be? Is it the elimination of very gross social factors such as overcrowding and poverty, the relative absence of illegitimacy and the reduced frequency of 'broken homes', or is it the conforming habits of army families or their efforts to conceal such problems as delinquency by arranging for such children to stay with grandparents or aunts ? Delinquent children do of course appear in military communities, as elsewhere, but they were not very conspicuous in this series. More trivial conduct disorders, however, were common and stealing was amongst the symptoms of greatest frequency.
The psychological climate of the family has long been regarded as a major factor in the genesis of emotional disturbance in children. One family member, the child's mother, has long been thought of as having a critical role in these problems (Huschka 1941 , Rutter 1966 , Jenkins 1966 . My own study of the psychological health of the mothers of these children provides support for this view, as may be seen in Table 2 . Sixty-seven of the mothers had themselves received medical help for psychological disturbance; of these, 30 had required psychiatric consultation. The dominant conditions amongst these women were depression, neurosis and personality disorder.
In any attempt to modify a child's psychological attitudes and responses attention must always be given to the parents. In some cases they may be the principal targets of therapy. In the case of Munster and similar clinics the difficulty of offering treatment to large numbers of children and their families is compounded with the problem of distance.
Army psychiatry has prided itself, since the second world war, on its community approach, which is now acknowledged to be the proper concern of psychiatric services generally. If, however, the greatest good of the greatest number becomes the (therapeutic) goal of child psychiatry, then this raises very significant issues. The arts of psychiatric therapy in children developed in the timeless world of private practicewhere the self-sufficient therapeutic goal was the best possible for an individual patient regardless of time. There are also other reasons why treatment methods are lengthy and time-consuming. A symptom-directed approach is not usually relevant as the breadth and scatter of symptoms (Table 2) demands a holistic approach.
The Munster clinic could offer to treat only about ten cases a year, if psychotherapy was used with the intensity and frequency customarily adopted with children. A further hazard of using time-honoured methods for all cases is the frequency of missed appointments. Missed appointments are the bugbears of all clinicsbut where distance and difficulty make motivation a critical factor in attendance they can easily render therapeutic efforts fruitless.
Only cases unlikely to respond to any other method, well motivated to clinic attendance and showing specific features suggesting a good response, are offered psychotherapy on the premises. In other cases every opportunity is taken to offer a therapeutic relationship to the child in a variety of situationsand an effort is made to ventilate, expose or modify the family conflicts, tensions or distortions. Many families are largely treated on a domiciliary basis and others by a combination of local support and intermittent clinic visits. The psychiatric social worker ofthe Munster clinic conducts regular sessions in local medical centres, thus continuing work started in the clinic and holding a watching brief on other cases where therapeutic intervention was only attempted during a crisis.
If the various staff members of a clinic and indeed other local social workers are used to 'hold' and 'help' families in this way, then one of the psychiatrist's most important functions is to provide support, consultation, and supervision for his associates. This means sacrificing some valuable treatment time but it is in the long run economical to work in this way.
A group of families, small in numbers, but large in their effects, are loosely described as 'problem families'. A child is presented, usually by the school, as having difficulties of some sort. Contact with the families reveals the characteristics of disorganizationrecurrent domestic crises, idiosyncratic personal relationships, and the avoidance of reality by the denial and projection of problems on to external agents. Such cases are unsuitable for formal treatment and require sustained case work on a domiciliary basis. Above all they need a co-ordinated approach as they are notorious for involving all the social agencies in the community. This co-ordination is best served by regular professional conferences of all the people involved. An even more important function is served by these conferencesthe mutual support of colleagues and the opportunity to make objective the frustrations and failures inherent in this work prevent the development of personal feelings of professional inadequacy. A child psychiatric clinic can help a great deal by providing a place of communication and solace to others working in this field.
